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b. arm-including shoulder or elbow 
c. hand-including wrist or fingers 
d. leg-including hipor knee 
e. foot-including ankle or toes 

Transient ischemicattad VIA) 
Traumatic braininjury 
PSYCHIATRIC/MOOD 

Emphysema/COPO 

diabetic retinopathy 

Macular degeneration 

MDS 2.0 1W1% 







first  
the 

being  

. 


stateof MISSOURI 1 
) ss. 

county i f  

I, nameofsonordaughter dulysworn, on my oath, 
inresidedstate that I have of home . .  . .  ,my 

parent, for at leasttwo years immediatelybeforehis/heradmissiontoanursingfacility, 

intermediate care facility for the mentallyretarded,or other medical institution on 
of -1 . .  .. 

.II . I swear thatI have resided in the home on a continuous 

basis since thattime, and can establish to the Department ofSocial Service’s satisfaction thatI 
. .  . .have been providing c a r e ,  which permitted nameofinstitutionalizedrecipient 

my parent, to reside at home ratherthanin an institution. 

sworn to beforeSubscribed and 	 me this day of 
9 - . 

within the County ,state ofcommissionedasa Notary Public of Missouri, 

andmy commissionexpires---./ / 

Notary Public 
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